Twenty seven per cent of medical emergency admissions were found to have diagnosable psychiatric disorders, mostly mild. Although ward staff assessed 31.1 % of admissions as having emotional or psychological problems, only a minority had diagnosable psychiatric disorders. Few patients were referred for specialist psychiatric help. This partly reflected the milder nature of problems identified by ward staff, and partly indifference to psychiatry.
Introduction and aims
Many physically ill hospital patients suffer from coexisting psychiatric morbidity, probably between 25% and 50% at anyone time"? Untreated psychiatric morbidity may persist, and be associated with increased mortality's", yet 25-75% of this morbidity is apparently missed by medical or nursing staff lO.l2. This may partly result from identifying the 'wrong' patients as illin one inpatient study, doctors and nurses rated as emotionally disturbed 23% and 35% respectively of those with few or no psychiatric symptoms'". Nonetheless many studies concerning detection are difficult to interpret. Either methods used to assess prevalence have been inappropriate; or detection has been assessed from potentially unreliable sources using ambiguous information (eg references to 'psychiatric' symptoms in medical notes). Furthermore, few patients with psychiatric illness are referred to a psychiatrist-", Such low referral rates are thought to stem from poor detection coupled with low tolerance for psychiatric illness, so that only the most disturbed are noticed and referred'. However, rates vary with the organization of a liaison service, easier access to a psychiatrist apparently increasing the number of referrals, and altering the nature of problems referred l4.l5. However, most studies emphasize referral; little attention has been paid to those not referred.
The detection and referral of psychiatric symptoms are important prerequisites to psychiatric treatment. This study was designed to provide such information. Its principal aims were to determine the prevalence of psychiatric morbidity in a sample of medical inpatients; to assess detection of such morbidity by ward staff; and to gather information about the disposal of patients with psychiatric symptoms, and, particularly, why patients are not referred.
Methods

Pilot study
Twenty-two consecutive acute admissions were screened with the General Health Questionnaire (GHQ) using the 28 question version-v, and interviewed using the Clinical Interview Schedule (CIS)l?
From the interview, patients were given an International Classification of Diseases 9 psychiatric diagnosis and an overall severity rating (OR) ranging from 0 to 4, those scoring 2 or over being considered 'cases'. The usual GHQ threshold is 4; above this, patients have a high probability of being 'cases'. However, several GHQ questions concern symptoms such as fatigue or insomnia, common in both physical and psychiatric illness. To avoid spuriously high scores, a new threshold was established by validating the GHQ scores against 'caseness' at interview".
Sample
Medical patients, aged 16-75 years, admitted consecutively as emergencies in one month were studied. Excluded were: admissions to specialist units (e.g, renal, CCU); patients whom nursing staff considered too ill to participate; and those admitted following deliberate self-harm. A quarter were admitted to surgical wards because of shortage of medical beds.
Assessment
Psychiatric assessment
Patients completed the GHQ-28; those scoring above the validated threshold were interviewed, diagnosed and given an OR as described above. Within 48 hours of admission, where possible, medical and nursing notes were reviewed for demographic details; medical and psychiatric history; and psychotropic medication.
Assessment by nursing staff The initial plan was to interview several members of the medical team. This proved impracticable, so interviews were limited to senior nursing staff, who were asked to report the consensus of the patient's medical team. These interviews were carried out approximately 10 days after admission to allow time for assessment. The senior nurse on duty was asked a series of standardized questions: whether the patient had emotional or psychological problems, giving details as appropriate; if problems were present, whether the patient's condition was thought to warrant psychiatric intervention; if it did, but referral was not planned, reasons were sought, as they were if intervention was thought unnecessary. For analysis, patients reported as showing emotional or psychological problems were classed as 'symptomatic'. Nurses were not told the results of the psychiatric assessment.
Analysis
Data were analysed using the Chi-squared test. Factors associated with being case at interview or 'NQ symptomatic'
The following variables were examined for association with being a case at interview: age; sex; marital status; social circumstances (living with friend or relative, living alone or other, e.g. sheltered accommodation); admission to medical or surgical ward; medical diagnosis; psychiatric history; and receipt of psychotropic medication. The only statistically significant association was with psychiatric history (x 2 = 15.363; d.f.=l; P<O.OOl). No variable was significantly associated with being 'symptomatic', although there was a trend for women to be so classed more often than men (x 2 =4.03; d.f.=l; P=0.04). Nurses Of these, 100 patients were screened, 14 were discharged and one died before screening; 23 were too ill to participate; 7 refused; 4 had impaired comprehension due to language or cognitive difficulties; and 6 were missed for other reasons. There were no apparent differences between those screened and those not for any of the variables assessed. Forty-four patients scored over 9 on the GHQ (GHQ --ve). Of these, 41 were interviewed, and 27 were found to be cases. Three patients were not interviewed because they had been discharged or had become too ill since screening. Eighteen patients had depressive illness, three had other neurotic or personality disorders, three had organic disorders producing psychiatric symptoms (e.g, subacute confusional state); two had adjustment reactions; and one had alcohol dependence. In most cases, the condition was mild; in five cases severity was 'marked' (OR 3), but none of the cases were severe (OR 4).
Of the 14 non cases, two showed no psychiatric disorder at interview, and 12 had subclinical symptoms.
Pilot study
The optimum GHQ threshold score was 9/10, giving a specificity of 75% and a sensitivity of 100%.
Nurses' questionnaire (NQ) Thirty-three questionnaires were not completed (usually nursing staff considered the patient's stay too short to assess mental state). There were only two reported instances of major disagreement among staff, and in both cases the patient was treated as if rated 'symptomatic'.
Eighty-four patients (68.9%) were classed 'not symptomatic', and 38 (31.1%) 'symptomatic'. Fourteen patients had not been screened (nine were too ill, five refused). Of those who had, 11 were GHQ +ve: at interview six were cases, five not; 13 were GHQ -ve. Psychiatric intervention was deemed unnecessary in 32 of the 38 symptomatic patients; reasons for this decision and ward staff descriptions of problems are detailed in Table 1 .
Six patients were thought to warrant intervention. Four patients were referred to a general psychiatrist; one was referred to a physician with a special interest in alcoholism; and one was still being considered for referral. Two patients were cases at interview, two were non-cases and two had not been screened. Five patients had convincing case notes evidence of recent psychiatric disorder (e.g. psychiatric discharge summary, or correspondence from the patient's psychiatrist). The sixth patient, however, scored 1 on the GHQ, and was not interviewed.
Comparison of NQ and psychiatric interview
Ninety patients were screened and assessed by the NQ. Twenty-five patients were cases at interview, and 24 'symptomatic'. However, as Table 2 shows, psychiatrist and nursing staff agreed about overall classification in 53 instances (58.8%); for the to figures quoted elsewhere for medical inpatients in general'. As found previously, depression was the commonest diagnosis. However, ward staff identified 31% of emergency admissions as 'symptomatic', many of whose psychiatric disorders were apparently mild or non-existent; and ignored a proportion with more severe disorder.
However, some limitations must be considered. For a number of reasons, prevalence may have been underestimated. First, not all admissions were screened, highlighting the difficulties of studying patients both with acute physical illness and a high turnover. As co-existing psychiatric illness is more likely when physical illness is severe, psychiatric illness was probably missed in patients too ill to be screened. This is supported by the finding that about half such patients were 'symptomatic'. Equally, five of the seven patients who refused screening were also 'symptomatic'. Possibly the presence of psychiatric illness contributed to their refusal. Second, the GHQ itself has some limitations as a screening instrument, as it sometimes fails to detect patients with longstanding psychiatric disorders or cognitive impairment I 2 • 19 • Third, the study design meant that only those who were GHQ +ve were interviewed. Although the pilot study yielded a specificity of 100%, this figure may not be entirely accurate as only small patient numbers were involved. Nonetheless, although 13 of the patients classed as 'symptomatic' were GHQ -ve, thus not interviewed, it seems unlikely that all were false negative cases.
There was only moderate agreement between psychiatrist and nursing staff about overall classification (58.8%), and even less agreement about which patients were 'cases' (14%). Underestimation of prevalence may have contributed to this. Nonetheless, these figures seem to support the assertion that psychiatrists and non-psychiatrists differ in their concepts of psychiatric morbidity-". This may even be particularly true of hospital settings, as a study of general practice attenders found the rate of agreement in this setting to be slightly better, with overall agreement of 70%, and agreement about 'cases' in 35%21.
As expected, referral rate was considerably lower than prevalence rate. However, this was not entirely due to poor detection, as it was low even for perceived morbidity. Thirty-eight (31%) admissions were 'symptomatic', yet only four were referred. Perhaps nursing staff recognized that many disorders were mild, although this reason for not referring was specified in only eight instances. The other reasons are harder to categorize, but they suggest an overall indifference to psychiatry; non-psychiatric help was explicitly stated to be more appropriate in only one instance.
In conclusion, these results demonstrate the distance between psychiatrists and non-psychiatrists in a 'traditional' liaison service, where specialist intervention was supplied only when requested. Whether and how this state of affairs would change if the service were restructured is unknown. Certainly, closer liaison can provide an opportunity for education, perhaps necessary, if these results are to be believed However, service re-organization does not guarantee better detection, nor is the question of how best to define a 'case' resolved 22 • 23 • Nonetheless, clarification is needed if patients who might benefit from specialist intervention are not to be neglected.
